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Mayo Community Occupational Therapy 
REFERRAL FORM
Date referral received








Clients Name _________________________________________  D.O.B _______________________________

Address ______________________________________________ Telephone No. ________________________ 

______________________________EIRCODE:______________ Medical Card No. _____________________ 

PHN /Area No. ________________________________________ G.P. __________________________________

Diagnosis/Medical History _____________________________________________________________________ 

___________________________________________________________________________________________ 

Height  _________________________				Weight  ______________________________

Social Circumstances _________________________________________________________________________ 

Main Caregiver____________________________________	Contact No.  ___________________________ 

Reason for Referral ___________________________________________________________________________ 

____________________________________________________________________________________________ 



Does this client have pressure sores?				     Yes			No   			
If yes, give details_____________________________________________________________________________

How does the client mobilise / (equipment details)? ________________________________________________
          
          

Does this client have history of falls? 				     Yes	No
If yes, give details (when, frequency, etc.)  ________________________________________________________

Is this referral to facilitate discharge from Hospital? 		     Yes			No          



Do you anticipate any risks to personnel visiting this client?	     Yes			No




Has Client consented to Occupational Therapy Referral? 	     Yes    		No    

Directions to the House________________________________________________________________________
_________________________________________________________________________________________

Referrer’s Signature _____________________________________Date ________________________________ 
Print Signature  	_____________________________________Profession  ___________________________  
Contact Address ________________________________________ Contact Tel. No. ______________________


Jan 2018		Please note incomplete referral forms will be returned
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